The case records of a representative sample of 313 women from four health districts in the North-east Thames Health Region were reviewed to determine the stage of pregnancy at which they contact antenatal services. Patients seeking care (when a blood specimen was obtained) after 20 weeks' gestation ranged from 6% to 26%. These women were more likely to be of higher parity and immigrants. Appreciable delays in obtaining an early blood specimen, or in referral to a hospital antenatal clinic, were due to delay by hospitals in giving appointments and, to a lesser extent, to slowness of general practitioners in referring patients or taking blood.
Introduction
The development of prenatal diagnosis for certain conditions, in particular neural tube defects and Down's syndrome, has made abortion possible when the diagnosis is made early in pregnancy. The availability of such screening is becoming more general'; to be effective women need to contact antenatal services preferably by 16 weeks' gestation, and certainly by 20 weeks.2 This would be particularly important if the time limit for abortion in the 1967 Act was greatly reduced, although any change now seems unlikely in the near future. [3] [4] [5] In May 1979 the North-east Thames Regional Health Authority agreed to fund a prenatal screening programme for Down's syndrome, neural tube defects, and thalassaemia, at an approximate annual recurrent cost of £310 000.6 There are, however, no routine data on time of first contact of pregnant women with antenatal services. Studies carried out elsewhere have shown that around 60% of women attend for antenatal care by 16 weeks' gestation but that 250 have not attended for antenatal care by 20 weeks.'-10 We decided to carry out a survey in the North-east Thames Region to determine the proportions of women contacting the services at various times and the reasons for the delay for those attending late. 
Methods
We studied samples of the births in four districts representing different parts of the region: Tower Hamlets, an inner city district; East Roding, artisan-suburban; Enfield, commuter-suburban; and Chelmsford, a county town and rural district (fig 1) . All having shared care in Chelmsford there was no referral letter in the delivery case notes. For 36 of these women, however, there was a copy of a reply from the obstetrician acknowledging the request for booking. From these replies we could not establish the time between requesting a hospital antenatal appointment and the time when the women attended the obstetric booking clinic.
There was pronounced variation between the different districts in the social characteristics of the women included in the samples (table II) .
As early screening for neural tube defects requires a blood sample we considered that the time of the first blood test done for any reason during pregnancy in these women gave the most reasonable The general practitioner's referral letter was sent to hospital at 13-4 weeks' gestation on average in Tower Hamlets, at 12 9 weeks in Chelmsford, at 10 7 weeks in East Roding, and at 10-2 weeks in Enfield.
The delay between sending a referral letter and the first hospital visit was calculated for women having shared and total hospital care. The median delay fell within the third week for Enfield, the fourth for East Roding and Tower Hamlets, and the sixth for Chelmsford (fig 2) . Requests for reprints should be addressed to GW. Thirty randomly selected patients with permanent colostomies entered a prospective controlled trial comparing colostomy irrigation with spontaneous action. Each patient was interviewed and examined before irrigation was begun and again after the technique had been used for three months. Each then reverted to spontaneous action for a further three months and was then reassessed.
Eight patients abandoned irrigation and 22 (73%) adhered to the protocol. Irrigation caused no mishaps or complications. The mean time spent managing the stoma was 45+ SEM 9 min/24 hours during spontaneous action and 53±9 min/24 hours during irrigation. This difference was not significant. The numbers of bowel actions weekly were 13 + SEM 2 during spontaneous action and 6±1 during irrigation (p <001). Irrigation reduced odour and flatus in 20 patients and enabled 12 out of 18 to stop using drugs and seven to discard their appliance. Irrigation also improved the social life of 18 patients and the working conditions of eight out of 14.
These findings show that some patients may not be suitable for irrigation but that for many it is better than the conventional British method of colostomy management. With modern apparatus the technique is safe.
Introduction
The best way of managing a colostomy at home is debatable. In Britain the most commonly used method is "spontaneous action," which means that by dietary manipulation and the use of drugs the colostomy is induced to act once or twice daily University Department of Surgery, General Infirmary, Leeds LS1 3EX N S WILLIAMS, MB, FRCS, lecturer in surgery D JOHNSTON, CHM, FRCS, professor of surgery at predictable times.' Fewer than half of all patients achieve this ideal, however,' and about 60% have difficulties with their appliance owing to skin allergy, soreness, leakage, odour, and flatus. ' The alternative method is colostomy irrigation, which is popular in America and reportedly eliminates many of the problems associated with natural evacuation.4-6 There is no record of a controlled clinical comparison of the two methods, however, and we therefore decided to conduct such a trial.
Patients and methods
Twenty-four men and six women aged 17-78 years (mean 58 4 years) were admitted to the trial. Each had had a permanent colostomy constructed after abdominoperineal excision of the rectum a mean of 6-3 years before and were using spontaneous action as the only method of colostomy care. The patients were selected at random from those attending for routine follow-up at a rectal clinic. The only contraindications to entry to the trial were lack of bathroom facilities, severe locomotor handicaps, or stenosis of the colostomy.
Patients were interviewed at the beginning of the trial and any abnormality of the stoma recorded. Blood was taken for a full blood count and measurement of serum urea and electrolyte concentrations. They were then taught the irrigation method and instructed to use it for three months, at first daily but reducing the number of irrigations at their discretion. After three months the patients were interviewed and examined and the blood investigations repeated. Patients then reverted to the spontaneous-action method for a further three months and were then reassessed. Throughout the trial each patient recorded the number of bowel actions daily, the time spent managing the stoma, and the frequency of irrigation.
Irrigation technique- Figure 1 shows the components of the cone-type irrigation set. The flow-control clamp is closed and the reservoir filled with tepid water. The clamp is opened to fill the tubing with water, then closed again, and the reservoir is suspended above the shoulder, the patient being seated on the toilet. The drainage sleeve is next secured round the patient's waist, so that its upper end lies around the stoma and its lower end hangs between the legs into the bowl (fig 2) . The cone is then lubricated and inserted into the stoma, but only far enough to allow the irrigating fluid to flow into the intestine without escaping. The flow-control clamp is then opened and 250-500 ml fluid allowed to flow into the colon.
